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Abstract

Background Health professionals develop their own approach to patient care based on education, experience and
philosophical stance. Literature suggests that this practice approach informs patient care, and clinical outcomes.
The Osteopaths' Therapeutic Approaches Questionnaire (Osteo-TAQ) is a novel 36-item instrument developed from
qualitative grounded theory research with osteopaths in the United Kingdom. The aim of the study was to develop
evidence for the structural and construct validity of the Osteo-TAQ in the Australian osteopathic profession and
provide initial descriptive data about the therapeutic approaches of osteopaths in Australia.

Methods A cross-sectional study design was used to collect data from registered osteopaths in Australia using the
Osteo-TAQ and analysed with Exploratory Factor Analysis (EFA). The EFA utilised parallel analysis to determine the
number of factors to extract and McDonald’s omega calculated as the reliability estimation statistic.

Results 691 Australian osteopaths provided data for the study, representing 25% of the Australian osteopathic
profession. Empirically the number of factors to extract based on the parallel analysis was seven. Two- and three-
factor solutions were evaluated given the underpinning theory identifying two conceptions of practice and three
interrelated therapeutic approaches. Both the two- and three-factor solutions were consistent with the underpinning
theory with acceptable reliability estimations for each factor. Descriptive data suggested the most common element
of the therapeutic approach of Australian osteopaths was establishing rapport, while the least common was ‘only
talking' with their patients.

Conclusions This study provides evidence for the structural, content and construct validity of the Osteo-TAQ

in an Australian osteopathic practitioner population. The results support both a two- and three-factor structure
for the Osteo-TAQ in an Australian osteopathic population, with each factor demonstrating acceptable reliability
estimations supporting the items comprising each factor as measuring a single construct. From a theoretical and
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measures of practice including clinical outcomes.

Therapeutic approach

empirical perspective, it can be inferred that the Osteo-TAQ tool encapsulates an osteopaths’ conception of practice
(professional artistry and technical rational) and three main therapeutic approaches to patient care: Educator,
Communicator and Treater. Further research is required to explore each of these therapeutic approaches to better
understand how they relate to an individual osteopath’s conception of practice, and their associations with other

Keywords Osteopath, Osteopathy, Osteopathic Medicine, Workforce, Clinical decision-making, Grounded theory,

Background

Osteopathy is a healthcare profession that focuses pri-
marily on musculoskeletal health. This is mostly achieved
through manual (hands-on) treatment, and may also
include psychological support, self-management tech-
niques, and exercise interventions [1, 2]. Osteopaths and
osteopathic theory have traditionally claimed to base
clinical reasoning, decision-making, and patient care
on ‘whole person’ principles [3]. However, there seems
to be some variation in how practitioners incorporate
these principles into their practice [4] suggesting pos-
sible diversity in the nature of patient care provided by
osteopaths. To date, there has been some research into
the clinical work of osteopaths including exploration of
patient (e.g. health conditions treated) and practice (e.g.
examination and treatment interventions provided) vari-
ables [2]; however, it is currently unknown how osteo-
paths’ approaches to clinical practice impact patient
outcomes. To enhance the quality of patient care, it is
imperative that the profession of osteopathy engages in
critical reflection and question long-established assump-
tions, contributing to a deeper comprehension of the
nature of clinical practice and the intricate interactions
between osteopaths and patients [5]. This study included
the validation process for a novel tool, the Osteo-TAQ,
which aims to describe and measure the multi-dimen-
sional aspects of osteopaths’ conceptions and approaches
to the care and treatment of patients in Australia.

Osteopathy in Australia

In Australia, osteopathy is a government-registered
allied health profession regulated by a statutory profes-
sional board, the Osteopathy Board of Australia [6]. As
of December 2023, there were 3426 registered osteo-
paths in Australia, a 6.6% increase over the previous year,
with just over half identifying as female (54.3%) [6]. The
majority of Australian osteopaths work in private clinical
practice where they see patients experiencing primarily
musculoskeletal conditions [7]. Precise details of their
clinical practice are not well understood, prompting the
need for an up-to-date exploration of osteopathic clini-
cal practice in Australia. An osteopathic workforce sur-
vey conducted in 2018 by Adams et al. [7] has provided
information on the practice characteristics of Australian
osteopaths. This includes the types of conditions they

treat, their practice locations, clinical experience and
level of osteopathic training. Workforce surveys of this
kind and similar conducted in other countries [2] includ-
ing France [8], Portugal [9] and the UK [10] provide valu-
able insights into numerous features of osteopathy and
osteopaths that help the profession gain an enhanced
understanding of service delivery and where to position
and prepare itself in relation to the healthcare system. For
example, Australian workforce surveys show that osteo-
paths use a range of manual therapy techniques for the
management of musculoskeletal disorders [7, 11, 12].
National workforce surveys also have an important role
in providing regulatory authorities and lobby groups with
information to support regulatory processes in countries
where osteopathy is still undergoing professionalisation,
for example, Spain [13] and Belgium [14].

Existing measures of osteopathic practice

There are currently no published questionnaires that
have been validated with the specific purpose to capture
the different aspects of how osteopaths’ conceptualise
clinical practice and approach patient care and treat-
ment. There are various measures that assess focused
areas of a clinician’s practice with many of them examin-
ing practitioners’ attitudes and beliefs towards musculo-
skeletal conditions encountered in practice, such as low
back pain. For example, the Pain Attitudes and Beliefs
Scale for Physical Therapists (PABS-PT) has been devel-
oped to reveal a clinician’s preference for either a bio-
psychosocial or biomedical model of care [15]. Another
tool which has been used to gauge the attitudes and
beliefs of physiotherapists towards treating back pain is
the Attitudes to Back Pain Scale in Musculoskeletal Prac-
titioners (ABS-mp) [16]), developed from interviews
with physiotherapists, chiropractors and osteopaths.
Similarly, the ABS-mp assesses a musculoskeletal prac-
titioner’s biomedical or biopsychosocial orientation and
related attitudes. Measures have also been developed to
assess healthcare practitioners’ fear-avoidance beliefs
[17] and beliefs about back pain [18]. The literature con-
tains several examples of studies that utilise the previ-
ously mentioned measures to explore osteopaths’ beliefs
and attitudes towards back pain and lifting [19] and
back pain in general [20—23]. Other measures have been
used to evaluate osteopaths’ beliefs about pain [24, 25]
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and empathy within a patient-centred care context [26]
using the Consultation and Relational Empathy (CARE)
instrument [27]. While there are various tools available
to measure different aspects of clinical practise, their use
in generating knowledge and evidence of osteopathy as
a complex, person-centred and relational intervention
has limitations. Many of the measures currently available
may not reflect the current scope and context of osteo-
pathic practice in Australia [7]. These tools have typically
been developed within the physiotherapy and medical
fields, and it remains unclear how well they align to the
practice, clinical reasoning and behaviour of osteopaths.
Furthermore, these measurement tools tend to focus
on specific clinical presentations such as back pain and
fail to capture the broader multidimensional thinking of
practitioners. It is widely recognised that osteopathy, like
all healthcare practice, is complex and multidimensional,
meaning that practitioners draw upon a range of knowl-
edge sources when treating a particular patient, within a
particular time and therapeutic relationship [28]. Given
these limitations, there is a need to develop a measure-
ment tool that can evaluate the multiple interacting
domains of osteopathic care across diverse practitioner
populations, regardless of their therapeutic approach.

Underpinning theory - conception of practice and
therapeutic approach

Through extensive grounded theory research by Thom-
son et al. [29-32], the core category of conception of prac-
tice was introduced as a multi-dimensional construct
encompassing an osteopath’s therapeutic approach, pro-
fessional identity, clinical decision-making, perceived
therapeutic role, their focus during patient interaction,
and personal view of health and disease [29, 30]. Accord-
ing to Thomson’s original theory, osteopaths adopt one
of three different therapeutic approaches in their clinical
practice, namely Treater, Educator and Communicator.
The different characteristics and elements of each have
been described in detail elsewhere [29, 31, 32]. Briefly,
the Educator approach involves working with patients to
develop knowledge about their health conditions and the
various options available to them. The Communicator
approach focuses on building a strong patient-practitio-
ner relationship to co-construct a shared understand-
ing of their treatment plans, alternative options and
the necessary information to make an informed deci-
sion decision-making including consent for treatment.
Finally, the Treater approach describes osteopaths who
emphasise applying manual therapy to their patients’
body to deliver treatment to help manage their health
issues. Each approach is guided by a unique combina-
tion of values, attitudes, and beliefs that inform the clini-
cal decision-making process and the delivery of care [29].
After analysing data and considering existing theories of

Page 3 of 12

professional and educational practice [33-35], Thom-
son’s theory proposes that an osteopaths’ conception
of practice is strongly related to the type of therapeutic
approach that might characterise their clinical care [29].
In short, conception of practice refers to an osteopath’s
understanding of their practice, including their views on
the nature of their skills, knowledge, and decision making
and lies on a continuum ranging from technical rational-
ity to professional artistry [32].

Development of the Osteopaths Therapeutic Approaches
Questionnaire (Osteo-TAQ)

From Thomson et al’s [29] original grounded theory,
the Osteo-TAQ was developed to explore and measure
a range of attitudes, behaviours and activities that char-
acterise UK osteopaths’ day-to-day clinical practice.
Research has examined the face [36] and content valid-
ity [37] of the Osteo-TAQ. The reliability estimation is
acceptable (a=0.778) for the questionnaire as a whole
in the UK context [36]. With respect to content valid-
ity, review of the Osteo-TAQ by an international expert
group was supported by high content validity index
scores [37]. The underpinning theory of the Osteo-TAQ
is based on the views of UK osteopaths and maintains
that osteopathic clinical practice is complex and exper-
tise is multidimensional. It is important to note that the
original grounded theory [29, 32] and the subsequent
intended meaning of the Osteo-TAQ was not assumed to
be transferable to Australian osteopathic practice due to
the differences in sociocultural and healthcare context.
To ensure that the Osteo-TAQ survey items were of high
quality and easy to understand for Australian osteopaths,
cognitive interviews were conducted in accordance with
best practice methods for questionnaire design [38]
and this aspect of the study is reported in detail else-
where [39]. Briefly, in response to the cognitive inter-
views, a series of minor amendments were made to the
wording of the items within the Osteo-TAQ to enhance
comprehension [39]. We also used the COSMIN guide-
lines (COnsensus-based Standards for the selection of
health Measurement INstruments) which were created to
evaluate the methodological quality of studies on health
measurement instruments’ properties. This framework,
designed by Mokkink et al. in 2010 [40], aims to enhance
consistency and transparency in instrument selection.
The guidelines cover aspects such as reliability, validity,
responsiveness and interpretability, providing a compre-
hensive approach to assessing the properties of health
measurement instruments.

This study is part of a broader program of research
aimed at exploring and developing the Osteo-TAQ tool.
The current study has two primary aims: firstly, to evalu-
ate the structural, content and construct validity of the
Osteo-TAQ tool in an Australian osteopathic practice
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context, and secondly, to use the Osteo-TAQ to explore
and describe the range of therapeutic approaches and
conceptions of practice employed by Australian osteo-
paths in their care of patients. An additional aim of this
study was to investigate the transferability of Thomson’s
[29] original grounded theory to the context of Austra-
lian osteopathic practice.

Methods

The Strengthening the Reporting of Observational Stud-
ies in Epidemiology (STROBE) guideline was used to
structure the methods of this observational study [41].

Study design
This study employed a cross-sectional survey design.

Participants and recruitment

This study invited osteopaths who were currently reg-
istered and practising in Australia to participate. Par-
ticipants were recruited via two main strategies. The
first strategy was through the Osteopathy Research and
Innovation Network (ORION), a practice-based research
network based at the University of Technology Sydney.
ORION has 992 Australian osteopaths in its database
[42]. An email was sent to all members of the ORION
database, which included a participant information form
and a link to the questionnaire on the Qualtrics platform.
The second strategy involved using the research team’s
social media platforms to share a post with summary
details of the study and survey link to online osteopathic
groups and social media communities. The survey link
was open for data collection between 22nd June 2023
and 4th August 2023. As a strategy to facilitate recruit-
ment [43], potential participants could consent to being
entered into a prize draw to win $50AUD upon comple-
tion of the Osteo-TAQ.

The instrument - the Osteo-TAQ

The Osteo-TAQ is a 36-item questionnaire exploring a
range of behaviours and activities that osteopaths under-
take in their day-to-day practice. It is based on previous
qualitative grounded theory research with UK osteopaths
[29, 31]. Responses to each item were on a four-point
unipolar Likert-type frequency scale (never, sometimes,
often, always). The questionnaire takes approximately
10 min to complete.

Data analysis

Data from each completed questionnaire were extracted
from Qualtrics and exported to Microsoft Excel for
analysis. Data were cleaned and Osteo-TAQ data miss-
ing at random were imputed using the median score for
the respective item. Participant responses were removed
from the analysis if the participant did not consent
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to participate or did not complete the questionnaire.
Descriptive statistics were generated for the demographic
variables. To evaluate the factor structure of the Osteo-
TAQ, an exploratory factor analysis (EFA) was under-
taken using the JASP statistical programme [44]. The EFA
followed contemporary guidance for the conduct of such
an analysis. Exploratory factor analysis (EFA) was chosen
over a Principal Components Analysis [45] because we
anticipate a confirmatory factor analysis and other item
response theory approaches will be used to evaluate the
dimensionality of the Osteo-TAQ in the future [46, 47].
Data were screened and determined to be non-normally
distributed. Initially a polychoric correlation matrix was
generated. Polychoric correlations are more appropri-
ate than Pearson correlations for ordinal data as they
are based on the concept that the ordinal categories are
bivariate normal [48] and not measured on an interval
scale [49, 50]. Theory-derived and empirical approaches
(parallel analysis using the polychoric matrix [51]) were
used to determine the number of factors to extract. The
EFA used the ordinary least squares (OLS) extraction
method as the data were not normally distributed and
ordinal in nature [45]. The factors were expected to cor-
relate; therefore, an oblique rotation (Oblimin) is appro-
priate to reduce the cross-loadings [45]. Items were
retained if they loaded greater than 0.32 on a factor [52,
53] and demonstrated a cross-loading of less than 0.32
[53]. After an item was removed, the EFA was conducted
again (iteration) [53]. The Kaiser-Myer-Olkin (KMO) sta-
tistic and Bartlett’s test of sphericity were also calculated
to determine factorability of the data. Once the factor
analysis was completed, descriptive statistics were gen-
erated for each retained item, and reliability estimations
for each of the factors was calculated using McDonald’s
omega (w).

Results

Seven hundred and seventy-two osteopaths accessed the
Osteo-TAQ through the survey weblink (n=772) with
seventeen (n=17) not consenting to participate. Of the
755 who consented to participate, 23 (n = 23) did not
provide any demographic data. Of the respondents who
did provide demographic data, 41 (» = 41) did not pro-
vide a response to the Osteo-TAQ items. This resulted
in 691 (n=691) responses available for analysis. Three
respondents did not respond to item 16 so the median
value for this item was imputed.

Participant demographics and practice information

Over half of the respondents identified as male (=378,
54.7%) while 13 individuals (1.9%) identified as non-
binary or a third gender (Table 1). Just under one-quar-
ter of the respondents reported having graduated from
Victoria University (Melbourne, Australia), making it
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Table 1 Demographic characteristics of respondents to the
Osteopaths Therapeutic Approaches Questionnaire (Osteo-TAQ)
Gender

Male 378 (54.7%)
Female 293 (42.4%)
Non-binary/third gender 13 (1.9%)
Prefer not to say 7 (1.0%)
Age (years)

Mean (+SD) 36.0 (+94)
Years in clinical practice

Mean (+SD) 9.1 (+£83)
Range 1-48
Primary Qualification (n, %)

RMIT University (or predecessors) 122 (17.6%)
Victoria University 156 (22.6%)
Southern Cross University 80 (11.6%)
University of Western Sydney 13 (1.9%)
Unitec 61 (8.8%)
International College of Osteopathy 100 (14.5%)
British School of Osteopathy (now University College of 123 (17.8%)
Osteopathy)

European School of Osteopathy 23 (3.3%)
Other 13 (1.9%)

the most represented educational background among
respondents. Participants in the current work were sig-
nificantly more likely to be male (X2=24.32, p<0.001)
and approximate the average age of Australian osteopaths
at the time of data collection [54].

Descriptive statistics

The descriptive statistics for the 36 item Osteo-TAQ are
presented in Table 2. All items had a median of 3 (except
item 16 which had a median of 2) and a range from 1 to
4.) Item 16 (I treat my patients only by talking with them)
had the lowest mean 2.44 (SD 1) (Table 2). Items 14 (I
seek verbal feedback from my patient to understand how
the hands-on treatment feels for them at the time) and
item 36 (I focus on developing rapport with my patient
during hands-on treatment) demonstrated the highest
mean values, with means of 3.2 (SD 0.84) and 3.301 (SD
0.79) respectively.

Exploratory factor analysis

The exploratory factor analysis (EFA) was conducted to
identify the underlying structure of the data and to deter-
mine the number of latent factors. The analysis closely
followed the approach taken in prior research by a mem-
ber of this research team [55].

Seven factor solution

Parallel analysis and an Eigenvalue greater than 1 sug-
gested the extraction of seven factors. The KMO statis-
tic was 0.904 and Bartlett’s test was p<0.01 (x2=9174.76)
indicating an acceptable level of factorability. Items 8
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(I base my practise on osteopathic theories, principles
and philosophy) and 14 (I seek verbal feedback from my
patient to understand how the hands-on treatment feels
for them at the time) loaded below 0.32 onto a factor, and
items 25 (I use the same clinical examination procedures
with every patient) and 28 (I am led by my patient as to
the treatment and management approaches they want)
cross-loaded. The seven factors did not provide a logical
solution empirically and did not align with the concep-
tual framework established by the grounded theory [29,
32], as several factors were not theoretically coherent
or did not capture the relationships between constructs
as intended by the original theory. For example, items 5
(I prioritise talking with my patient to understand their
problem over hands-on treatment), 20 (I discourage my
patients from depending on me for frequent long-term
treatment) and 25 (I use the same clinical examination
procedures with every patient) loaded onto factor 7 and
did not align with the original grounded theory.

Three factor solution

A 3-factor solution was forced based on the underpin-
ning theory relating to the three therapeutic approaches
[29]. The KMO statistic was 0.902 and Bartlett’s test
was p<0.01 (x2=7176.19) indicating an acceptable level
of factorability. Six iterations were performed. Items 4
(I focus on finding the tissues causing symptoms during
my examination of my patient), 8 (I base my practise on
osteopathic theories, principles and philosophy), 16 (I
treat my patients only by talking with them), 29 (I use pal-
pation and joint assessment to direct treatment to address
dysfunctions) and 32 (I decide the type of hands-on treat-
ment that will be best for my patient) all cross-loaded and
were removed. Item 20 (I discourage my patients from
depending on me for frequent long-term treatment) was
removed due to a factor loading below 0.32. The final
3-factor structure contained 30 items explaining 36.5% of
the variance (Table 3). Correlations between the factors
were: factor 1 and 2 (0.440); factor 1 and 3 (0.161); and,
factor 2 and 3 (0.331). Retained items loaded greater than
0.339 on a factor and had communalities (h2) of greater
than 0.478. Unidimensional reliability for factor 1 was
w=0.836 (95%CI[0.818—0.854]), factor 2 was w=0.795
(95%CI[0.772-0.818]), and factor 3 was w=0.783
(95%CI[0.759-0.807]). Each item was reviewed based
on the underpinning theory (Table 3). The Treater thera-
peutic approach captured all items on factor 3, however
there was some cross-over between the Educator and
Communicator therapeutic approaches across factors 1
and 2 (Table 3 and 6th column).

Two factor solution
A two-factor solution was forced based on the underpin-
ning theory, in particular the construct of conception of
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Table 2 Descriptive statistics for the Osteopaths Therapeutic Approaches Questionnaire (Osteo-TAQ) items
Item Mean Std. De-
viation
1. collaborate with my patients (and their carer/guardian) to develop the most suitable treatment and management options ~ 3.107 0.848
for their presenting complaints.
2.1'want my patients to self-manage their presenting complaints. 2973 0.808
3.1 provide my patients with a range of hands-on treatment and management options and let them choose. 2973 0.838
4. focus on finding the tissues causing symptoms during my examination of my patients. 3.081 0811
5.1 prioritise talking with my patients to understand their problem over hands-on treatment. 2.789 0.867
6. | provide the type of management and hands-on treatment my patients say they would prefer (if not contraindicated). 2.951 0.836
7. 1 tailor my clinical examination procedures to the individuality of my patients and their presenting complaints. 3.097 0.838
8.1 base my practice on osteopathic theories, principles and philosophy. 3.100 0.792
9.1 explain my clinical reasoning to my patients so they can make an informed decision about their care. 3.172 0.853
10. 1 ask my patients what hands-on treatment and management approaches they think would help them most of all. 2957 0.824
11. I need to establish the specific anatomical structures associated with my patients’ presenting complaints to provide effec- 2922 0.806
tive treatment.
12.1 use observation of my patients' postural alignment to direct my treatment. 2925 0.858
13. I'tell my patients to follow my instructions so that | can perform my hands-on treatment effectively. 2957 0.869
14. | seek verbal feedback from my patients to understand how the hands-on treatment feels for them at the time. 3.200 0.773
15. I seek my patients'views about what hands-on treatment and management approaches they think might help them. 3.007 0.805
16. | treat my patients only by talking with them. 2446 1.008
17.1am led by my patients as to their preferred approach to hands-on treatment and management of their presenting 2.784 0.794
complaints.
18. I rely on my palpation skills as the primary diagnostic tool. 2818 0.826
19. linvolve my patients in deciding what hands-on treatment | provide. 2.944 0.797
20. | discourage my patients from depending on me for frequent long-term hands-on treatment. 2.896 0.831
21.1 prioritise hands-on treatment of my patients over talking with them to understand their presenting complaints. 2.648 0.881
22.1 decide the hands-on treatment approach my patients require due to their lack of understanding of osteopathy. 2.760 0.868
23.1 provide my patients with an opportunity to decide the type of osteopathic care they would like to receive. 2922 0.804
24. 1 combine information from different sources (i.e. clinical examination, my patients’ expectations and the patient-practitio- ~ 3.127 0.887
ner relationship) to guide my clinical decisions.
25.1 use the same clinical examination routine with every patient. 2635 0.898
26.1rely on hands-on treatment to address my patients’ presenting complaints. 2.955 0.759
27.1 provide the care that | think is most suitable to help my patients' presenting complaints. 3.172 0.808
28.1am led by my patients as to the hands-on treatment and management approaches they want. 2.836 0.804
29. 1 use palpation and joint assessment to direct hands-on treatment to address dysfunctions. 3.041 0.812
30. 1 encourage my patients to contact me should they require additional support or advice. 3.169 0.821
31.1spend a significant portion of the consultation time talking with my patients to understand how their presenting com- 3.017 0.787
plaint impacts their life.
32.1decide the type of hands-on treatment that will be best for my patients. 3.009 0.773
33.l educate my patients to support them to self-manage their presenting complaints. 3114 0.789
34.1 rely on palpation to provide information about the health of the body’s tissues. 2.984 0.833
35.1 offer treatment and management options to my patients for them to choose from. 3.085 0.797
36. | focus on developing rapport with my patients during hands-on treatment. 3.301 0.787

practice [32]. This solution initially demonstrated mini-
mal cross-loadings and higher communalities than the
three-factor solution. KMO was 0.907 and Bartlett’s test
was p<0.01 (x2=7934.425) indicating acceptable fac-
torability. Four iterations produced an acceptable factor
structure. Item 16 (I treat my patients only by talking with
them) was removed due to cross-loading. Items 10 (/ ask
my patients what treatment and management approaches
they think would help them most of all), 17 (I am led by
my patient as to their preferred approach to treatment
and management of their presenting complaint), and 28 (I

am led by my patient as to the treatment and manage-
ment approaches they want) were removed due to factor
loadings less than 0.32. The two-factor solution contained
32 items explaining 32.6% of the variance (Table 3).
Retained items loaded greater than 0.337 on a factor with
communalities (h2) greater than 0.523. The correlation
between the two factors was 0.309. Unidimensional reli-
ability for factor 1 was w=0.881 (95%CI[0.868—0.894])
and w=0.796 (95%CI[0.773-0.819]) for factor 2. Locat-
ing each item in either professional artistry or techni-
cal rational conceptions of practice, as proposed in
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Table 3 Three-factor structure for the Osteopaths Therapeutic Approaches Questionnaire (Osteo-TAQ)

Item Fac- Fac- Fac- h? Therapeutic
tor1 tor2 tor3 approach

1. I collaborate with my patients (and their carer/guardian) to develop the most suitable treatment ~ 0.714 0478  Educator

and management options for their presenting complaints.

36. | focus on developing rapport with my patients during hands-on treatment. 0.662 0.519  Communicator

24.1 combine information from different sources (i.e. clinical examination, my patients’expectations  0.635 0.557  Communicator

and the patient-practitioner relationship) to guide my clinical decisions.

27.1 provide the care that | think is most suitable to help my patients' presenting complaints. 0618 0.588  Educator

9.1 explain my clinical reasoning to my patients so they can make an informed decision about their ~ 0.617 0.535 Educator

care.

7.1 tailor my clinical examination procedures to the individuality of my patients and their presenting  0.597 0.566  Educator

complaints.

30. 1 encourage my patients to contact me should they require additional support or advice. 0.561 0.583  Educator

14.1 seek verbal feedback from my patients to understand how the hands-on treatment feels for 0.560 0.591  Communicator

them at the time.

33. Il educate my patients to support them to self-manage their presenting complaints. 0.489 0.674  Educator

2.1want my patients to self-manage their presenting complaints. 0.395 0.683  Educator

10. I ask my patients what hands-on treatment and management approaches they think would help 0.600 0.626  Communicator

them most of all.

23.1 provide my patients with an opportunity to decide the type of osteopathic care they would like 0.561 0.602  Educator

to receive.

15. 1 seek my patients’views about what hands-on treatment and management approaches they 0.531 0.626  Communicator

think might help them.

5.1 prioritise talking with my patients to understand their problem over hands-on treatment. 0.517 0.703  Communicator

35. | offer treatment and management options to my patients for them to choose from. 0514 0.682  Communicator

17.1am led by my patients as to their preferred approach to hands-on treatment and management 0.485 0676  Communicator

of their presenting complaints.

28.1am led by my patients as to the hands-on treatment and management approaches they want. 0452 0.725 Communicator

19. linvolve my patients in deciding what hands-on treatment | provide. 0429 0.737  Communicator

3.1 provide my patients with a range of hands-on treatment and management options and let 0411 0.701  Communicator

them choose.

6. | provide the type of management and hands-on treatment my patients say they would prefer (if 0.397 0.664 Communicator

not contraindicated).

31.1spend a significant portion of the consultation time talking with my patients to understand 0.339 0.706  Communicator

how their presenting complaint impacts their life.

21. 1 prioritise hands-on treatment of my patients over talking with them to understand their pre- 0614 0560 Treater

senting complaints.

18. I rely on my palpation skills as the primary diagnostic tools. 0.594 0652 Treater

26. I rely on hands-on treatment to address my patients’ presenting complaints. 0566 0.591 Treater

22.1 decide the hands-on treatment approach my patients require due to their lack of understand- 0527 0695 Treater

ing of osteopathy.

12. I use observation of my patients’ postural alignment to direct my treatment. 0516 0686 Treater

13. I'tell my patients to follow my instructions so that | can perform my hands-on treatment 0511 0589 Treater

effectively.

25.1 use the same clinical examination routine with every patient. 0.504 0643 Treater

34.1 rely on palpation to provide information about the health of the body’s tissues. 0.503 0.693 Treater

11. I need to establish the specific anatomical structures associated with my patients’ presenting 0444 0708 Treater

complaints to provide effective treatment.

Thomson’s theory, suggested a good degree of group-
ing (Table 4 and 5th column) and consistency with the
underpinning theory [32].

Discussion

The aim of this study was to evaluate the structural, con-
tent and construct validity of the Osteo-TAQ tool with
respect to the practice of Australian osteopaths. The

current study builds on previous grounded theory work
that identified therapeutic approaches and conceptions of
practice in a UK osteopathic practitioner population [29,
32], and sought to further refine the previously developed
Osteo-TAQ [36, 37]. In doing so, the current study has
identified either a two- or three-factor structure for the
Osteo-TAQ that is both empirically acceptable and con-
sistent with the aforementioned grounded theory study
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Table 4 Two-factor structure for the Osteopaths Therapeutic Approaches Questionnaire (Osteo-TAQ)

Item Fac- Fac- h? Conception of
tor1 tor2 practice

1. I collaborate with my patients (and their carer/guardian) to develop the most suitable treatment and  0.726 0.523  Professional artistry

management options for their presenting complaints.

9.1 explain my clinical reasoning to my patients so they can make an informed decision about their 0.690 0.535  Professional artistry

care.

7.1 tailor my clinical examination procedures to the individuality of my patients and their presenting 0.675 0.566  Professional artistry

complaints.

30. 1 encourage my patients to contact me should they require additional support or advice. 0.654 0.574  Professional artistry

14. | seek verbal feedback from my patients to understand how the hands-on treatment feels for them  0.630 0.592  Professional artistry

at the time.

36. | focus on developing rapport with my patients during hands-on treatment. 0.622 0.585  Professional artistry

24. | combine information from different sources (i.e. clinical examination, my patients’ expectations and 0.619 0.600  Professional artistry

the patient-practitioner relationship) to guide my clinical decisions.

33.1 educate my patients to support them to self-manage their presenting complaints. 0.593 0.667  Professional artistry

2.1'want my patients to self-manage their presenting complaints. 0.572 0.689  Professional artistry

27.1 provide the care that | think is most suitable to help my patients’ presenting complaints. 0.534 0648  Professional artistry

23.1 provide my patients with an opportunity to decide the type of osteopathic care they would like to 0494 0.732  Professional artistry

receive.

3.1 provide my patients with a range of hands-on treatment and management options and let them 0484 0.746  Professional artistry

choose.

31.1spend a significant portion of the consultation time talking with my patients to understand how 0479 0.732  Professional artistry

their presenting complaint impacts their life.

6. | provide the type of management and hands-on treatment my patients say they would prefer (if not  0.476 0.713  Professional artistry

contraindicated).

20. | discourage my patients from depending on me for frequent long-term hands-on treatment. 0462 0.776  Professional artistry

15. I seek my patients'views about what hands-on treatment and management approaches they think  0.449 0.742  Professional artistry

might help them.

19. linvolve my patients in deciding what hands-on treatment | provide. 0444 0.799  Professional artistry

5.1 prioritise talking with my patients to understand their problem over hands-on treatment. 0429 0.805  Professional artistry

4. focus on finding the tissues causing symptoms during my examination of my patients. 0425 0661  Technical rational

35.1 offer treatment and management options to my patients for them to choose from. 0418 0.792  Technical rational

8.1 base my practice on osteopathic theories, principles and philosophy. 0.337 0.741  Technical rational

21.1 prioritise hands-on treatment of my patients over talking with them to understand their present- 0665 0597  Technical rational

ing complaints.

25.1 use the same clinical examination routine with every patient. 0.586 0689 Technical rational

22.1 decide the hands-on treatment approach my patients require due to their lack of understanding of 0.579 0688 Technical rational

osteopathy.

18. 1 rely on my palpation skills as the primary diagnostic tools. 0574 0676  Technical rational

12. 1 use observation of my patients’ postural alignment to direct my treatment. 0.554 0674 Technical rational

13. I'tell my patients to follow my instructions so that | can perform my hands-on treatment effectively. 0.550 0.562  Technical rational

26.1rely on hands-on treatment to address my patients’ presenting complaints. 0519 0635 Technical rational

11.1 need to establish the specific anatomical structures associated with my patients' presenting com- 0456 0.699 Technical rational

plaints to provide effective treatment.

34. 1 rely on palpation to provide information about the health of the body’s tissues. 0445 0.747  Technical rational

29. 1 use palpation and joint assessment to direct hands-on treatment to address dysfunctions. 0389 0.686 Technical rational

32.1decide the type of hands-on treatment that will be best for my patients. 0372 0696 Technical rational

in the context of an Australian practitioner population.
These findings provide some indication that the under-
pinning qualitative grounded theory has some transfer-
ability [56] to a different sample, (in this case Australian
osteopaths) and may begin to build a case towards Thom-
son’s et al. [29] original theory having theoretical gener-
alisability [57] and potential to explain and understand
osteopaths’ therapeutic approaches and conceptions of

practice more widely using the Osteo-TAQ. However,
further research in different cultural contexts is needed
to establish the full extent of its theoretical reach.

A three-factor structure was explored based on the
grounded theory study from which the Osteo-TAQ was
derived and describes three therapeutic approaches to
practise: Treater, Educator and Communicator [29]. In
an Australian osteopathic practitioner population, the
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factor structure of the Osteo-TAQ was largely consistent
with these three therapeutic approaches. The Educator
approach was reflected in the concepts of collaboration
with the patient, developing rapport and self-manage-
ment items, which grouped in the first factor. The Com-
municator approach also appeared consistent with the
grounded theory whereby items related to seeking patient
input into their care, providing patients with treatment
and management options, and spending time talking with
the patient about their complaint were identified in factor
two. The distinction between these two factors could be
debated, as they share an underlying conception of prac-
tice based on the concept of professional artistry - some-
thing observed in the two-versus three-factors structures.
Both approaches were recognised and discussed in the
original theory [29, 32], and it was expected that these
two factors would correlate. The third factor comprised
items consistent with the Treater approach in the origi-
nal grounded theory work [29]. The items loading on
this factor focused on the need for hands-on approaches
to diagnosis and treatment directed by the practitioner.
Although manual therapy is a dominant practice in oste-
opathy [2], there is increasing recognition of the need to
include other therapeutic interventions (such as psycho-
logically-informed care [58, 59]) as part of osteopathic
management. The current work supports a three-factor
structure for the Osteo-TAQ in an Australian population,
with each factor demonstrating acceptable reliability esti-
mations confirming that the items comprising each fac-
tor measure a single construct.

At a higher level of the grounded theory supporting
the Osteo-TAQ, there are two ends of a continuum that
represents osteopaths’ conception of practice: the profes-
sional artistry and technical rational conceptions which
underpin the three different therapeutic approaches
developed from UK osteopaths [32]. Given the two
anchors for this continuum, a two-factor structure for
the Osteo-TAQ was explored in this current work. The
items comprising factor one in the two-factor solution
were largely those found in the Educator and Communi-
cator factors in the three-factor solution, and are consis-
tent with a conception of practice of professional artistry.
With respect to the second factor in this solution, items
29 (I use palpation and joint assessment to direct treat-
ment to address dysfunctions) and 32 (I decide the type of
hands-on treatment that will be best for my patient) were
retained in the factor. In the three-factor solution these
items were removed. These two items, in addition to the
other items comprising the second factor, are consis-
tent with the technical rational conception of practice as
described in the original grounded theory by Thomson et
al. [32], whereby osteopaths with a technical rational con-
ception adopt examination approaches that focus on the
characteristics of the patient’s body and tissues and how
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these relate to the patients’ pain, dysfunction and associ-
ated symptoms.

A second aim of this study was to describe the range
of therapeutic approaches employed by Australian osteo-
paths in patient care, using the Osteo-TAQ. Seven hun-
dred and seventy-two Australian osteopaths completed
the survey, and this represented 25% of the registered
osteopath population at the time of the study [60]. We are
unable to comment on whether the data is representative
of the approaches to practice of registered osteopaths in
Australia. However, the data do point to several areas of
practice that warrant discussion. Item 14 (I seek verbal
feedback from my patient to understand how the hands-
on treatment feels for them at the time) had the second
highest mean value in the sample. This outcome suggests
that feedback from the patient about their treatment is
an important component of the therapeutic interaction
for osteopaths in Australia, and is consistent mixed-
methods research from osteopathy patients in Australia
[61]. It is noteworthy that this item was removed in the
seven-factor structure, supported by the parallel analy-
sis, but retained in the other two factor structure. Con-
versely, item 16 (I treat my patients only by talking with
them) demonstrated the lowest median and mean values.
Although it is recognised that counselling and educa-
tion form a part of the osteopathy consultation in con-
ditions such as low back pain [62] and is expected by
patients [63], this finding suggests that osteopaths rarely
‘only talk’ with their patients, and likely incorporate other
active or manual therapy interventions in a consultation.
It may be possible in future iterations of the Osteo-TAQ
to classify individual practitioners based on their scores
at factor level or identify where an individual practitio-
ner sits on the continuum of conception of practice (from
professional artistry to technical rational), based on the
combination of scores on each factor. Further research is
required to explore this hypothesis.

There are several limitations in the current work. The
nature of the participant recruitment (social media
recruitment, in particular) meant that a true response
rate could not be determined. Due to the use of social
media for recruitment and the anonymity of the survey,
we acknowledge that we were unable to fully verify the
identity or professional status of all respondents, which
is an inherent limitation in health services and survey
research relying on self-reported data [64]. Additionally,
it is possible that potential participants received invita-
tions to participate in the current work across multiple
recruitment channels. Although participants were asked
to not complete the survey multiple times, it is pos-
sible that some may have submitted multiple responses.
Data screening was undertaken to identify any potential
erroneous responses that required further investiga-
tion. The biases inherent in survey design work are also
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a limitation. Social desirability bias may have led par-
ticipants to respond in a manner that aligns more with
a practitioner who utilises manual therapy in addition to
education and active care, rather than showing a prefer-
ence for a solely manual therapy approach. Acquiescence
bias is also a potential limitation; however, the nature of
the items and the response options meant that an indi-
vidual answering all items on the one response option
would not be reflective of the practice of any osteopath.
Rather it may reflect a carelessness in responding to
the items. Given these limitations, we do not comment
on the generalisability of the findings to the broader
population of Australian osteopaths and further work is
required to establish this.

Although there are several limitations, the strength
of the study is the blending of theoretical and empiri-
cal approaches to explore the therapeutic approaches
and conceptions of practice of osteopaths in Australia.
The relatively large sample size also provides some sup-
port to the factor structures identified in the current
work. Further research using confirmatory factor analy-
sis and item response theory approaches is required to
provide additional evidence for the structural validity of
the questionnaire. There is also an opportunity to explore
the structural and content validity of the Osteo-TAQ in
other jurisdictions where the practice of osteopathy may
vary for example, in the United States where osteopathic
physicians are licensed to practise the full scope of medi-
cine or in countries where the process of achieving pro-
fessional regulation is ongoing [1]. This latter work could
also identify if the conceptions of practice and thera-
peutic approaches employed by osteopaths are consis-
tent across the countries where osteopathy is practised.
Identifying individuals who score high or low on a par-
ticular factor and interviewing them about their thera-
peutic approach and conceptions of practice, will provide
additional evidence to support the factors identified in
the current work. There is also an opportunity to evalu-
ate the relationship between the Osteo-TAQ and other
commonly used measures of practice such as the PABS-
PT [15] to better understand the nature of osteopathic
practice.

Conclusion

This study provides evidence for the structural, content
and construct validity of the Osteo-TAQ in an Australian
osteopathic practitioner population. Additionally, the
results of the work provide support for the transferability
of the grounded theory underpinning the Osteo-TAQ to
the Australian osteopathic practitioner population. From
both theoretical and empirical perspectives, it can be
inferred that the Osteo-TAQ tool effectively encapsulates
the three main therapeutic approaches to patient care:
Educator, Communicator and Treater. These approaches
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align to an osteopaths’ conception of practice which
encompasses both professional artistry and technical
rationality. Further research is required to explore each of
these therapeutic approaches to better understand how
they relate to an individual osteopaths’ conception of
practice, and if, they inform patient care, and their asso-
ciations with other measures of practice including clini-
cal outcomes.
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